Aim To identify whether intensive treatment and aftercare telephone contacts influence long-term abstinence and well-being of patients with alcohol dependency.
Methods Six hundred and twenty two patients were evaluated at the beginning and end of intensive in-patient treatment. At the end of the treatment, the patients were divided into two recruitment cohorts -telephone contact group (n = 347), in whom basic outcome criteria (abstinence, marital and employment status, self-evaluation of well-being) were evaluated 3, 6, 12, and 24 months after intensive treatment and no contact group (n = 275) in whom the basic outcome criteria were checked only at 24 months after the intensive treatment. At 24 months, response rate was 33.4% in telephone contact group (n = 116) and 30.5% (n = 84) in no contact group.
Results Positive indicators of therapy success (abstinence or decrease in drinking, stabile social relations, and more positive self-evaluation of well-being) were found in 53.0% of patients at 3 months, 44.3% at 6 months, and 30.6% at 12 months in telephone contact group. Overall abstinence 24 months after the end of intensive treatment was reported in 25.7% of all patients, including non-respondents. Both groups achieved significant improvement in subjective well-being during intensive treatment. At 24 months, 3 attributes of subjective well-being (subjective psychological health, evaluation of financial status, general quality of life) were significantly higher in telephone contact group. However, groups did not significantly differ in the abstinence level (telephone contact group = 27.7%, no contact group = 24.4%).
Conclusion Significant differences in well-being variables between telephone contact group and no contact group at 24 months after the end of intensive treatment are at least partially due to phone contact/informative checking 3, 6, and 12 months after the end of intensive therapy. Telephone or any short and easy accessible communication checking is a promising as supportive and research tool in aftercare alcohol addiction treatment, especially because of its cost-benefit advantages.
Outcome expectations about alcohol dependency treatment should not be limited only to the reduction of alcohol use, but to a broader definition of "rehabilitation" (1) . Successful outcomes of alcohol dependency treatment are usually considered to be reduction in alcohol and other drugs use, increase in personal health, and improvements in social functioning (2) . In non-preselected cases, half of patients relapse within 6 months after treatment (2) . Alcohol relapse rates are estimated to be the highest immediately after treatment and the first year is considered to be pivotal in establishing positive behavior changes necessary for sustaining a long-term recovery for alcohol problems (3) .
In the study evaluating the impact of different psychiatric disorders on life satisfaction, the lowest life satisfaction was found in patients with dysthymia, posttraumatic stress disorder (PTSD), social phobia, and alcohol dependence, all with a large effect size (4). The subjective perception of well-being or quality of life of treated alcoholics can be a criterion for therapy success, but it is frequently overlooked in alcohol dependency treatment evaluation (5) . Alcoholics have lower levels of quality of life compared with general population norms or with other chronic health conditions (6) . Alcohol-dependent individuals are supposed to experience improvements in quality of life after treatment with both short-term and long-term abstinence (7). Abstinence does still seem to be one of most important factors in well-being improvement. A study of subjects with long-term excessive alcohol consumption showed that individuals who reduced their alcohol consumption by 60% did not differ in levels of mental well-being from subjects without alcohol intake reduction (8) .
The role of telephone calls in the monitoring and treatment of chronic disorders may play an important role. For example, telephone monitoring and support was feasible and acceptable for 85% of clients discharged from residential PTSD treatments; clients receiving telephone support were twice as likely to complete an outpatient visit and report higher satisfaction with care (9) . A program combining telephone care management and brief, structured psychotherapy significantly improved outcomes in primary care patients initiating antidepressant treatment (10) . Telephone-based continuing care appears to be an efficient approach of step-down treatment in most patients with particular dependency treatment (11) . McKay et al (12) combined weekly telephone-based monitoring and brief counseling contacts with weekly supportive group sessions over the first four weeks, cognitive behavioral relapse prevention twice a week, and standard group counseling twice a week. Participants under telephone monitoring had higher rates of total abstinence than those in standard counseling. Finally, for most substance-dependent patients who went through the phase of outpatient treatment, telephone-based monitoring and brief counseling appeared to be as effective as more intensive face-to-face treatments (12) .
Slovenia has 6 alcoholism inpatient treatment centers within the public health system. They have had a similar treatment philosophy, based on social-ecological approach of Vladimir Hudolin, ever since 1971 (13) . The basic principle of their approach is that no change in behavior or addictive lifestyle can be achieved outside the patient's bio-social system. In Slovenia, the inpatient treatment system has gradually changed over time, adding more intense psychotherapy program, but the basic approach has remained the same. The Center for Alcohol Addiction Treatment of the University Psychiatric Hospital Ljubljana has a capacity of 33 inpatients and 30 outpatients. The treatment program is abstinence-based. Active participation of patients' significant others is emphasized as an essential part of the program and aftercare recovery. Treatment orientation has been based on the synthesis of different therapeutic approaches; mainly psychodynamically-oriented group therapy combined with a behavioral-cognitive approach, including the principles of motivational enhancement therapy and family therapy. However, although there are many easily accessible comprehensive treatment programs for alcohol dependency in Slovenia, basic indicators about outcomes are quite unknown. Therefore, the main aim of our study was to evaluate basic outcomes after intensive treatment in a different time intervals up to 24 months after intensive therapy, to evaluate short-and long-term changes in patient well-being, and to identify the association between aftercare telephone checking and two-year outcomes.
Participants and methods

Participants
This study was designed as a prospective observational study. We collected data on two patient cohorts that participated in the same treatment program but differed in recruitment period and aftercare telephone contacts ( Figure 1 ). All patients entering the program from April 2001 to June 2002 were allocated to telephone contact group (n = 249), whereas the patients entering the program from July 2002 and September 2003 were allocated to no contact group (n = 170). Telephone contact group was checked by telephone at 3, 6, 12, and 24 months after intensive treatment; no contact group was checked only once 24 months after intensive treatment.
Method
Patients with alcohol dependency syndrome, diagnosed according to the 10th Revision of International Classification of Diseases (14) , were referred from Psychiatric Intensive Care, the Crisis Intervention Unit of the hospital, and other psychiatric' outpatient clinics and general practices. Indications for admission to intensive inpatient treatment are severe psychosocial or psychiatric consequences of alcohol addiction or difficulties/inability to stop drinking despite previous attempts. Patients with severe impairment in neuropsychological functioning and acutely suicidal or psychotic patients without a long-term stable remission usually are unable to follow the program and are admitted to another type of psychiatric treatment. The intensive treatment program (intensive therapy) has 2 parts. The first is inpatient treatment, which lasts 4-5 weeks, depending on the patient's health status on admission. In the first week after admission, detoxification process takes place if not already provided at intensive psychiatric department. The second part of intensive therapy is provided in a day hospital (6-8 weeks), where patients are trained to cope with daily challenges in real life. On the second day of admission to inpatient therapy, each patient is allocated to a "basic" small group of 10-12 patients with two group ther- apists. There are 5 small groups with identical program, but with different therapists and different group climates. Group session lasts 75 minutes; there are 2 sessions on Mondays with significant others and a group therapy on working days. Once a week, there is a great group meeting of all patients and therapists from 5 small groups. Each evening, patients from the basic group have a self-help group session without therapists with an educational topic. All patients are included in additional therapeutic activities such as kinesiotherapy (twice a week), occupational therapy (four times a week), and psycho-educational sessions (twice a week). Patients also choose 1 or 2 of once-a-week therapies, such as relaxation techniques, psychodrama, training of the social skills, music therapy, and art therapy. During treatment, patients receive individual interventions at least three times (at the beginning, at the transition from inpatient treatment to day hospital, and at the end of whole intensive treatment). Individual short intervention can vary a lot, because a psychiatrist is at patients' disposal from 8:15 to 9:00 am. Patients were asked to sign permission that they accept receiving telephone calls. Approval for the study was obtained from the Ethics Committee of the Ministry of Health.
Instruments
A set of questionnaires was prepared for the purpose of this study for patients (in the beginning, at the end, and after the intensive treatment -web extra material) and therapists; data were also collected from medical records. The first questionnaire, administered to patients within the first 10 days after admission (after withdrawal), collected demographic data and contained five self-evaluation questions on well-being. Five variables were treated as central dependent variables, each of them on a five-point scale. These included evaluation of subjective psychological and subjective physical health, financial status, social relations with significant others, and general quality of life (from 1 -very poor to 5 -very good). The five evaluations were supposed to cover subjective perception of physical and psychosocial health and yet to be easy detectable by phone intervention later in the follow-up. At the end of the intensive treatment program, the patients completed the same self-evaluation questionnaire. Group therapists, having the most frequent interactions with patients, were asked to estimate patient compliance with the treatment program from 1 -very poor to 5 -very good. For every patient, the week of follow-up was determined in advance and patients were contacted by telephone always on Wednesday, because this was a less busy day for the staff. Four trained nurses from department made phone calls as part of their afternoon duty. The phone calls followed the same questionnaire at every time point. The telephone contact group was checked at 3, 6, and 12 months after the end of the intensive treatment program and both groups were checked at 24 months. Each time, patients were asked the same questions about abstinence/relapse, participation in after-care recovery, participation of significant others in after-care settings, quantity and quality of relapse, the type of help they received in coping with relapse, changes in marital status/partnership (status of partnership unchanged, better/finding a partner, worse/ end of partnership), employment status (status of employment unchanged, better/getting a job, worse/losing a job), and the same 5 selfevaluation questions as at the beginning and at the end of intensive treatment. The accuracy of yes/no answers about abstinence (sobriety) was controlled by two opposite questions in different parts of the questionnaire ("Are you still abstinent?" and "Have you ever relapsed since the end of the treatment?").
Statistical analysis
Comparisons of characteristics of two groups were tested with t test for 2 independent samples and with χ 2 test. Kolmogorov-Smirnov nonparametric one-sample test showed that distribution of each central dependent variable (self-evaluations) significantly differed from normal. This is why nonparametric tests were mostly applied. Comparisons between self-evaluations at the beginning and at the end of intensive treatment were tested with Wilcoxon nonparametric test for two related samples. For comparing telephone contact group and no contact group at different time intervals, Mann-Whitney nonparametric test for two independent samples was applied. Proportions of abstinent and non-abstinent patients 24 months after the end of intensive therapy with regard to telephone contact were tested by the χ 2 test. Statistical Package for the Social Sciences, version 13 (SPSS Inc., Chicago, IL, USA) was used for the analyses. The level of significance was set at P < 0.05.
Results
There was no significant difference between telephone contact group and no contact group in the length of inpatient treatment, the length of day hospital treatment, and the number of all treatments including the one during the study. The only significant difference found was that patients in no contact group were two years younger than those in telephone contact group (Table 1) . Also no significant difference between groups was found at the end of intensive treatment, when group therapists evaluated patient compliance with therapy in both the telephone contact group and no contact group, (3.1 ± 1.1 vs 3.2 ± 1.0, respectively; P = 0.191, t test). There were no significant differences between telephone contact and no contact group with regard to sex, marital, educational, and employment status, and whether significant others were included in therapy (Table 2) .
No significant difference was found between telephone contact and no contact groups at 24 months in abstinence, alcohol use in relapsed respondents, inclusion in aftercare, inclusion of significant others in aftercare, and changes in marital status (Table 3) . Abstinence or drinking less was reported 24 months after the end of intensive therapy in 29.2% of all patients from both groups including non-respondents (continuous abstinence, 25.7%). More than 93% of all respondents reported stable or improved social functioning at 24 months. The control question about abstinence showed good accuracy regarding drinking status. If the patients answered that their marital and employment status remained unchanged, it was also considered as a positive outcome, because addiction has destructive consequences for all important social relations. Most relapses were estimated as "drinking less than before admission to treatment." In no contact group, there were less stable conditions, with less unchanged conditions of employment and more improved and worsened employment situations.
Comparison between self-evaluations at the beginning and at the end of intensive therapy showed that patients in telephone contact group improved significantly in all of the five domains of subjective well-being. At the end of intensive therapy, these patients had significantly more positive subjective psychological and psychical health, evaluations of financial status, social relations, and general life quality. Patients in no contact group improved significantly in four domains of subjective well-being at the end of intensive therapy (significantly Table 3 . Drinking status, after-care participation, change in marital and employment status of telephone contact group (n=347) at 3, 6, 12, and 24 mo after the end of intensive treatment and no contact group (n=84) at 24 mo after end of intensive treatment more positive subjective psychological and psychical health, evaluations of social relations, and general life quality), but there was no significant difference in the perception of financial status. Short-term therapeutic outcome seemed to be a bit more positive in the telephone contact group (Table 4) .
Comparison between telephone contact group and no contact group showed no significant difference in any of five subjective domains of well-being at the end of intensive therapy (Table 5) . At 24 months after intensive therapy, telephone contact group evaluated subjective psychological health, financial status, and general life quality significantly higher than no contact group, as well as subjective physical health (P = 0.070). There was no significant difference in the evaluation of social relations. In the long-term period, less positive self-evaluations were found in no contact group than in telephone contact group (Table 5 ).
Discussion
Substantial part of patients who participated in our study not only established stable abstinence, but also maintained short-term and long-term positive changes in their psychosocial functioning; these changes were more prominent in the telephone contact group.
Although there is no special research team available in our center, we wanted to identify some clinically important aspects of patient capacity for therapeutic change over time intervals. Basic alcohol use treatment outcomes in our study relied only on self-reporting, basically because of lack of funds for research, but the answers about abstinence -controlled by two types of questions -were almost always identical. There is also evidence that carefully collected self-report alcohol and drug use data can be as accurate as data obtained by means of alternative measures that are often assumed to be more objective (ie, laboratory tests) (15) . Data from MATCH trial (16) show that about one-third of the aftercare patients, who had previously received inpatient treatment, remained continuously abstinent, compared with 20% of the outpatient sample at one-year follow-up. In our sample, 1-year abstinence outcome of the first cohort was somewhere in-between the two previously mentioned results. However, our study could not measure up to the outstanding methodology of MATCH study (16), and the drop-out because of our method of follow-up was very high. It is very possible that outcomes from our study would have shown better outcomes if the drop-out rate had been smaller. For the sake of reliable presentation of results, it is assumed that all non-respondents relapsed, which is not certain. Our outcomes are analogous with the 12-month outcomes of the US alcoholism treatment data; 24% of treated alcoholics were found continuously abstinent, among those not totally abstinent there was 87% reduction in alcohol consumption and 60% reduction in alcoholrelated problems (17) . Both cohorts of our study at month 24 of aftercare reported similar abstinence rate with 12-month outcomes from the US study (17) .
If alcohol addiction treatment is to be presented to the professional community and to the public as successful, it has to be realistic. It is appropriate to compare alcohol addiction treatment with the treatment of other chronic conditions, such as hypertension, diabetes, and asthma: in all patients who were prescribed medication for the treatment of chronic illnesses, less than half of patients took the medication as prescribed; less than 30% of patients accepted the prescribed behavioral changes, such as weight loss and diet; each year 40%-60% of patients with hypertension, diabetes, or asthma relapsed (18) . However, it was argued that that intensive treatment of dependency is also cost beneficial in a strict economic sense, if the patient's condition improves before the end of treatment and lasts 6-12 months (2). Our study showed a long-term improvement in-between one quarter to one third of treated patients. Our expectations from aftercare informational checking were as follows: 1) to obtain concurrent information about patient functioning during different stages of rehabilitation and 2) to improve patient long-term outcomes with several more aftercare contacts (19) . More beneficial outcomes in 24 months well-being of telephone contact group could be influenced by many factors. Treatment process is affected by patient, provider, and treatment program characteristics, the therapist-patient relationship, patient involvement in treatment, characteristics of patient social context and life events (20) . For example, even therapists' tone has been found to predict how their patients will fare (19) . We did not control a whole range of variables, but the most striking difference between the two cohorts was found in three domains of well-being 24 months after the end of intensive treatment.
Comparison between the groups in demographic variables, well-being at the end of intensive treatment, and therapists' evaluation of patient compliance showed no significant difference. The only significant difference was that patients in the no contact group were two years younger, however, two years of difference in participants with mean age of 46 could not be critical, because both groups belong to the same generation. We did not find differences in the abstinence rate, as it was found in another study (12) where participants in the telephone contact group had higher rates of total abstinence than those in standard group counseling. Our results, indicating the beneficial influence of telephone checking on wellbeing, can be regarded as only preliminary, but we believe that it is worth trying to examine the influence of aftercare telephone checking in more detail. Other data report telephone checking as a promising and supportive research tool (11) . Its use in "concurrent treatment monitoring" in alcoholism treatment (21) should be taken into account as a routine, especially because of its cost-benefit advantages. It seems that telephone contacts have some influence on patient well-being at the end and 24 months after intensive therapy, indicating that maintaining even a short contact with former patients can strengthen the short-term positive outcomes.
There are several limitations of our study. First, there was the sampling problem. The patients were not allocated to the groups simultaneously. Also, the latter group was smaller. However, although it would be better if patients were enrolled simultaneously, the patients from both groups had very similar demographic, socioeconomic, and socio-cultural characteristics.
Second, the design of our study did not permit us to identify other possible influences on patients except for telephone checking. There are also problems with generalizations of results because of the missing cases at different time points. One of the limitations was also the method of obtaining follow-up data. It was done by four callers (nurses at the Center) as a part of their routine work once a week in the afternoon. They were instructed to follow the protocol and to make as little as possible additional conversations, but supportive tone of communication was advisable. Their calls were not supposed to have an intervening or counseling role, but their way of communication was not controlled. Also, were not able to control the callers' persistence to reach former patients, which might have affected the dropout rate.
There is a discrepancy between very comprehensive treatment programs and insufficient funds for research in Slovenia. In future, we will try to form a research team that would be able to conduct more methodologically appropriate studies. However, by conducting the present study, we showed that it is possible to perform primary research (22) within the framework of routine clinical work and without the need for large financial support.
